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Abstract This study examined inpatient rehabilita-
tions service in one area in England following a
programme of planned bed closures in parts of the
service. The study examined changes to admission
rates and length of stay in the parts of the service that
existed prior to and after the bed closure programme.
A mixed method evaluation design was used. Quan-
titative data relating to admissions and length of
inpatients stays bed days was compared for the 3 years
up to the bed closures and for the 3 years afterwards.
Similarly use of mental health sections for service
users being admitted, and contacts with community
mental health teams were also compared for the same
3-year pre and post period. Qualitative data from
service users, carers of service users, and staff were
analyzed thematically to provide an insight into any
changes in rehabilitation service usage as a result of
the closure programme. In the rehabilitation services
that existed before and after bed closures in other parts
of the service quantitative findings showed a signif-
icant reduction post-rehabilitation stay in all measures
except contact with community teams. Qualitative
analysis revealed that this is because rehabilitation
enables a successful transition into the community and
allows for effective relationships to be built between
staff and service user. The reduction seen in service
utilization suggests rehabilitation has the potential to
reduce the revolving door to inpatient metal health
care.
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Introduction
Mental health rehabilitation plays an important role in
the recovery for people with complex mental health
needs ‘‘which maximizes an individual’s quality of
life and social inclusion by encouraging interpersonal
skills and promoting independence and autonomy.
This provides service users with hope for the future
and the ambition to achieve successful community
living through appropriate support’’ [1], (p. 163). In
England, mental health rehabilitation services typi-
cally treat service users with complex needs including
severe and enduring mental illness, challenging
behavior, and poor social function [2]. Figures estimate
that 20% of service users with a new diagnosis will
require support from a rehabilitation service during
some point of their mental health recovery, and thus
there is a substantial demand on rehabilitative support
within England’s mental health service [3]. The
National Health Service (NHS) provides publicly
funded inpatient rehabilitation support to service users
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when they are not well enough to leave an acute
mental health ward and return to the community, but
are unlikely to benefit from further care in a setting
which is potentially restrictive and isolating [4, 5].
Modern approaches to mental health rehabilitation
are delivered in a manner consistent with recovery-
oriented care with the aim of enabling personal
recovery in an empowering way. This places an
emphasis on the individual priorities of the service
user, as opposed to reducing clinical symptoms, and
focuses on interventions that impact on goals and
outcomes that are personally important to the service
user [6].
Challenges in establishing clear outcome measures
results in difficulties evidencing the effectiveness of
rehabilitation and consequently specialist inpatient
rehabilitation expertise that support patients in their
long-term mental health recovery has been lost [7].
Understanding the outcomes of rehabilitation is a
complex process, yet research does suggest there are
some positive outcomes associated with rehabilitation.
For example, Killaspy and Zis [8] found 5 years
following discharge from inpatient rehabilitation ser-
vices, 40% of their sample had progressed, 27% had
remained stable and 33% of had relapsed. High levels
of service user satisfaction with the care received from
rehabilitation services have been demonstrated [9] and
significant improvements in Quality of Life has also
been observed post discharge from inpatient rehabil-
itation [10]. Furthermore, it has been demonstrated
that re-admissions to, and days spent in, mental health
services are reduced following inpatient rehabilitation
[11–14].
Despite these positive outcomes the main criticism
of rehabilitation services has been advanced by the
Care Quality Commission (CQC) [3] advocating that
services have been providing stays which were
considered too lengthy [3] and located at considerable
distances to service users’ homes (an average of
14 km) [3, 15].
These criticisms have contributed to a decline in the
numbers of rehabilitation beds commissioned in the
NHS with some Trusts undertaking a review into
inpatient mental health rehabilitation bed use to
inform a closure programme across Nottinghamshire,
England (2013–2015). One review in the county of
Nottinghamshire found that some of their rehabilita-
tion beds were in settings that were not conducive to
recovery-oriented care and the review recommended a
move away from these inpatient rehabilitation services
towards a greater focus and re-provision of service
into the community mental health teams. This resulted
in the closure of 93 inpatient beds across five units
with a total of 37 inpatient rehabilitation beds
remaining in two units (unit 1: high dependency; unit
2: community). Where similar changes to rehabilita-
tion services have happened in the UK professionals
have expressed their concern about whether commu-
nity services can provide the specialist rehabilitation
expertise needed to support service users experiencing
severe and enduring mental health difficulties [7]. This
debate has contributed to rehabilitation services being
described as ‘the forgotten need within contemporary
mental health services’ [4, p. 1].
This paper presents the findings from a mixed-
method evaluation study that examined the use of one
high dependency and one community unit that
provided inpatient rehabilitation support to service
users across Nottinghamshire. These units provided a
service before and after the bed closure programme in
other parts of the rehab service. The Trust concerned
were keen to understand whether the existing bed
provision was being used to best effect and commis-
sioned the evaluation research as an independent study
to inform further service enhancement.
The Study
Changes in service use before and following an
inpatient rehabilitation stay were examined using
quantitative outcome measures that included: (1) the
number of admissions to inpatient mental health
services, (2) the number of occupied bed days in
inpatient mental health services, (3) the amount of
contact time with community mental health teams and,
(4) the number of admissions under Mental Health Act
sections. These were all examined across a 3-year time
period pre and post rehabilitation stay.
Qualitative data from service users, carers, and staff
were collected to understand their experiences of how
inpatient rehabilitation services work towards a
recovery approach from the perspective of service
users and staff.
Building on previous research [11–14], it was
hypothesized that inpatient rehabilitation would result
in a significant change in service utilization, specif-
ically reducing inpatient admissions to mental health
services, days spent in inpatient mental health
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services, use of Mental Health Act sections, and
community contact time with mental health services.
Qualitative data would provide a narrative to aid




The evaluation design was guided by Pawson and
Tilley’s [16] realistic evaluation methodology that
takes ‘‘heed of the different layers of social reality
which make up and surround programmes of change’’
(p4). The multi-level evaluation framework [17, 18]
combined levels from frameworks developed previ-
ously by Warr, Bird and Rackham [19] [context and
inputs] and Kirkpatrick [20] [outcomes]. By combin-
ing these levels from both frameworks and refining
these through previous research [21–23] this realistic
evaluation design supported an in-depth exploration of
the rehabilitation services.
Setting
In England, the NHS or the independent sector provide
inpatient mental health rehabilitation. In 2018, the
CQC [3] estimated there are 2050 NHS inpatient
rehabilitation beds in England. In Nottinghamshire
there are two rehabilitation units (n = 37 beds) funded
by the NHS which provide inpatient rehabilitation
support. Unit 1 is a high dependency unit, described as
a ‘‘locked ward’’ by its service users and staff. It
provides care to service users, aged between 18 and
65 years, who are detained under the Mental Health
Act 1983 and who are experiencing enduring mental
health needs and challenging behaviors. This service
provides care to service users with severe and multiple
comorbid needs who pose a risk to self and/or others
and who present challenging behavior. Within this
unit, staff support service users to reduce challenging
behaviors, encourage engagement with treatment and
medication, and support (re)establishing contact with
support networks. This unit aims to help service users
progress in their recovery so that they are able to
transition to a community unit. Unit 2 is a community
rehabilitation unit, informally described by staff and
service users as an ‘‘open unit’’ which provides care to
service users, aged between 18 and 65 years, experi-
encing enduring mental health needs and challenging
behaviors. This community rehabilitation unit pro-
vides support to further recovery through psychosocial
interventions, support in medication management, and
encourages independent living. People using this
service are often referred from high dependency units
such as unit 1 as a step-down service which works
towards recovery with the aim of living in supported
accommodation within two years.
Quantitative Design
Design and Variables
A mixed design was used that combined a between
subject’s variable, Rehabilitation Service (Unit 1; Unit
2) with a within subject’s variable, Time Period, (Prior
rehabilitation; Post rehabilitation). To assess changes
in service utilization over time, data was compared
between the 3 years prior and the 3 years post a
service users’ rehabilitation stay.
The outcome measures used as dependent variables
were; (1) the number of inpatient admissions to NHS
mental health wards, (2) the number of occupied bed
days in NHS mental health wards, (3) the number of
Mental Health Act sections used and, (4) the amount
of contact hours with NHS community mental health
teams. All four outcome measures were compared
prior and post rehabilitation stay and between reha-
bilitation services.
The outcome measures chosen were the same as
those used by previous research [11–14]. Service
utilization measures have previously been identified as
a simple proxy of relapse and therefore a reduction in
these measures would indicate a positive change
following rehabilitation.
Participant Selection
Service utilization data was available for forty-seven
service users (Unit 1, n = 26; Unit 2, n = 21) who had
data for the 3 years leading up to and three years
following their rehabilitation stay. These data were
used in the analysis. The mean age of this sample was
37.6 years (sd = 11.85). No personal data were avail-
able in relation to these service users’ gender, ethnicity
and mental health diagnosis in order to comply with
General Data Protection Regulations (GDPR) and the
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sharing of personal data for research purposes. It was
not possible to establish from the dataset provided for
independent analyses which service users resided in
the local area and those who had been admitted to the
rehabilitation services from outside the area.
Statistical Analysis
The data analysis was performed using IBM SPSS
Statistics (version 24). ANOVA was used to identify
significant changes in the four outcome measures from
prior to post rehabilitation and across rehabilitation
services. Bivariate correlations were used to identify
any significant relationship between time spent in
rehabilitation and outcomes post discharge. All data
provided was routinely collected by the NHS Trust
operating the services and therefore was no missing
data for any of the variables.
Qualitative Design
Research Team and Reflexivity
The research team comprised of Principal Investigator
(PI), Professor of Mental Health (DB), and Co-
Investigators (CI’s) Research Fellow (CDM) and
Research Assistant (GM). All are female and educated
to doctoral level in a subject in the social sciences. The
PI holds the role of Non-Executive Director within the
NHS Trust operating the rehabilitation services and
therefore had some knowledge of the closure of the
rehabilitation beds. To avoid any bias towards the
qualitative data collection and effect on participants’
responses, the PI was not involved. The CI’s had no
conflicts of interest or direct involvement with the
NHS trust and thus led the data collection and data
analysis. The CI’s had no previous interaction with
any participant who took part, or with staff who helped
facilitate the evaluation.
Theoretical Framework
The theoretical framework underpinning the qualita-
tive part of this evaluation is phenomenology. An
existential phenomenological framework allows the
participants to reflect on their lived experiences and
explore the significance of these experiences in
relation to the topic of study [24].
Participant Selection
Four focus groups were conducted involving 22
participants, 14 service users, 6 carers and 2 staff.
All service users and carers had experience of using or
caring for someone who had used mental health
services provided by the local NHS Trust. Due to a
convenience sampling strategy it was not possible to
target only service users who had specified they had
been in rehabilitation services. All service users and
carers who attended were aware of the closure of the
rehabilitation services by the NHS Trust and the
services that continued to be in place post closure.
Carers who attended the focus group had no relation-
ship with and were not caring for any of the service
users who attended. The staff members who attended
the focus group at Unit 1 were both nursing staff. They
had each been working in rehabilitation services
within the NHS Trust when the re-provision of the
service has taken place.
Three of the focus groups were attended by service
users and carers (n = 20) who were recruited using
convenience sampling through two Involvement Cen-
ters run by the NHS Trust. The Involvement Centers
provides service users and carers an opportunity to
support each other. The focus groups were advertised
to run on certain dates and all service users and carers
who attended the Involvement Centers were informed
about the focus groups and invited to attend.
A separate focus group was attended by staff
members from Unit 1 (n = 2). Both these staff
members had over 10 years of experience of working
in inpatient rehabilitation services. Staff from Unit 2
were invited to take part in the focus group but
declined to participate.
All focus groups were led by a member of the
evaluation team (CDM and GM). Focus groups with
service users were held at the Trust’s Involvement
Centers for the convenience of service users who were
familiar with the environment and therefore more
likely to feel comfortable enough to be able to share
their experiences openly. The focus group with staff
was held at Unit 1.
Data Collection
The topic guide for the focus group was based on the
CI’s (CDM and GM) presenting some preliminary
findings from the quantitative data analysis for
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discussion. This was intended to stimulate discussion
and provide the participants with a sense of empow-
erment to discuss what they felt was important. This
was done initially in small groups and then if the small
groups wished to share their thoughts with the rest of
the group, there was an opportunity to do so. A
schedule of questions designed from a recent literature
review was used to inform a discussion which centered
on their experience of inpatient and community mental
health services and the re-provision of services in
Nottinghamshire. This discussion took place as group
and all participants were gently encouraged to express
their experiences.
Following verbal and written consent from the
participants, all focus groups were audio recorded to
allow for transcription afterwards. This ensured all
voices were captured to accurately reflect the opinions
and perspectives of the participants. The CI’s also
made contextual notes that were used to enhance
analysis and interpretation. The duration of each focus
group ranged from 60 to 90 min. No repeat or follow-
focus groups were offered as the evaluation team
considered they had achieved data saturation once four
focus groups were completed.
Data Analysis
Qualitative data from focus groups were audio
recorded and transcribed verbatim. The transcripts
were analyzed using a reflexive approach to thematic
analysis which allowed multiple authors to identify
patterns and themes in the data collaboratively [25].
Two members of the evaluation team (CDM and GM)
followed the analysis steps suggested by Braun and
Clark [25]: reading, re-reading, note taking, develop-
ing initial themes, before refining. The two evaluators
allowed the themes to evolve organically and regularly
discussed their interpretations of the data before
agreeing a final set of common themes.
Results
Quantitative Findings
The NHS Trust provided anonymous data on service
users discharged from both services between 2013 and
2018 (n = 193). Data was not used from service users
who had been discharged later than 2015 as 3 years of
data post discharge would not have been available at
the point of data analysis (April 2018). Data was only
used from service users who had experienced one stay
in rehabilitation to ensure the prior and post data were
distinct. Therefore, the final sample comprised 47
service users (Unit 1, n = 26; Unit 2, n = 21) who had
all been discharged between 2013 and 2015.
Admissions
ANOVA showed a significant effect of rehabilitation
on the amount of admissions to mental health wards
with the number of admissions being significantly less
post rehabilitation stay compared to prior rehabilita-
tion stay (F (1,45) = 13.69, p\ 0.001, gp2 = 0.23).
Overall, there were significantly more inpatient
admissions from service users from Unit 1 when
compared with Unit 2 (F (1,45) = 5.49, p\ 0.02
gp2 = 0.11). There was no significant interaction
effect which suggests the reduction in admissions
was present in both rehabilitation services
(F (1,45) = 1.74, p[ 0.05, gp2 = 04).
Occupied Bed Days
The findings showed a significant reduction in the
amount of occupied bed days on mental health wards
with these being significantly less in the 3 years post
rehabilitation compared to the 3 years prior rehabil-
itation (F (1,45) = 6.31, p\ 0.02, gp2 = 0.12). There
was a significant effect of rehabilitation facility with
occupied bed days being greater in service users from
Unit 1 (F (1,45) = 8.61, p\ 0.01 gp2 = 0.64). There
was no significant interaction effect (F (1,45) = 0.00,
p[ 0.05, gp2 = \ 0.001).
Use of Mental Health Act Sections
The use of Mental Health Act sections was found to
significantly reduce post rehabilitation stay
(F (1,45) = 6.76 p\ 0.02, gp2 = 0.13) and the use
of sections was significantly higher in service users
from unit 1 (F(1,45) = 20.72, p\ 0.001 gp2 = 0.32).
There was no significant interaction meaning the
reduction was not affected by the rehabilitation facility
(F (1,45) = 2.12, p[ 0.05, gp2 = 0.05).
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Community Contact Time
There was no significant change in the amount of
contact minutes with community mental health teams
prior to post rehabilitation stay (F (1,45) = 1.32
p[ 0.05, gp2 = 0.03). Overall community contact
time was significantly higher in patients from Unit 1
compared to Unit 2 (F (1,45) = 6.95, p\ 0.01 gp2-
= 0.13). There was no significant interaction found
between the variables F (1,45) = 0.62, p[ 0.05,
gp2 = 0.01.
The means for each outcome measure and signif-
icance level are displayed in Table 1
Time Spent in Rehabilitation and Outcomes Post
Rehabilitation
When examining the amount of time spent in rehabil-
itation across both services a significant correlation
was found between this and the number of admissions
post rehabilitation (r (47) = - 0.3, p\ 0.04) indicat-
ing that as the amount of time in rehabilitation
increased the total number of inpatient admissions
decreased.
A significant correlation was also found between
the amount of time spent in rehabilitation and the
amount of occupied bed days post rehabilitation
(r (47) = - 0.34, p\ 0.02). This suggests that as
the amount of time in rehabilitation increased, the
number of occupied bed days decreased.
Qualitative Findings
Thematic analysis of the qualitative data demonstrated
that patients, carers and staff narrate their experiences
of rehabilitative recovery in accordance with three
major themes, (1) encourages social integration, (2)
the importance of therapeutic staff-patient relation-
ships, and (3) rehabilitation aids personal recovery.
Less pertinent, but still relevant areas of analysis are
included in the presentation of the analysis (minor
theme) to illustrate transparency of analysis to the
reader. The minor theme presented is (4) Cost as a
factor for closing rehabilitation beds. The themes are
presented in Table 2.
Encourages Social Integration
Staff assert that rehabilitation makes it easier for
patients to integrate back into the community. The
transition from an acute setting to the community can
be abrupt and rehabilitation provides an in-between
step. If patients are discharged into the community
without the correct support, they are likely to be re-
admitted. Therefore, rehabilitation gives patients the
opportunity to integrate gradually back into the
Table 1 Mean number of admissions, bed days, Mental Health Act sections and community contact minutes overall for both
rehabilitation facilities
3 years prior rehabilitation stay 3 years post rehabilitation stay Significance level
Number of admissions Mean = 5.91 Mean = 3.15 p\ .001
SD = 5.18 SD = 3.84
Number of occupied bed days Mean = 264.32 Mean = 154.38 p\ .02
SD = 222.77 SD = 224.65
Number of Mental Health Act Sections Mean = 4.89 Mean = 2.83 p\ .02
SD = 4.29 SD = 3.61
Community contact minutes Mean = 8953.55 Mean = 7381.89 p[ .05
SD = 7212.1 SD = 6532.85
Table 2 Major and minor
themes
Major theme Encourages social integration
Effective staff-patient working relationship that aids recovery
Personal recovery
Minor theme Financial incentives
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community which can then result in fewer re-admis-
sions into inpatient services.
To me it’s just a breather. That’s how I describe
it. You’re on the acute ward you get to a level
where you are not acutely unwell, and you need a
breather before you learn how to integrate back
into society without just being pushed and then
feel like somebody’s chucked you into the sea,
struggling to swim. [Staff member]
They [patients] come out in the community, they
find they weren’t quite ready yet because they’ve
not had that extra step-down level. And you
know a lot of patients, ones had come from acute
beds as well, and gone straight into the commu-
nity without any chance of going through any
rehab…I think that’s impacted on them coming
straight back and revolving in and out of care
again. [Staff member]
Patients and carers suggest that social integration back
in the community can be a difficult process. They
voiced concerns that they can feel increased feelings
of isolated in a community setting as opposed to an
inpatient setting which can then lead to re-admission
back into hospital.
I think coming back to this people will do
whatever they can to get back into services if
they’re not getting the right support in the
community. They’ll deliberately not go to
appointments, or not take their medication, or
not go to have an injection. [Patient]
People can get isolated, no social interaction and
that’s probably even worse than being institu-
tionalized because at least you’re around people
in an institution and you’ve got some sort of
social contact. [Carer]
Effective Staff-Patient Working Relationship That
Aids Recovery
Secondly, inpatient rehabilitation provides staff with
the opportunity to build an effective therapeutic
relationship with the patient. A key aspect of this is
being able to spend a longer period with the patient.
Staff acknowledged that patients can remain in
rehabilitation for extended periods and that this can
be preferential to the quick turnaround that is expe-
rienced on acute wards.
Erm we do like to try, and again that’s one of
things that we offer, we try to build a very good
therapeutic relationship with our patients and
work with, you know as close with them as
possible erm and to a general level you know
become quite friendly with some of the patients.
Because some of them here can be here 15
months some have even been here a little bit
longer. [Staff member]
Also, key to this relationship is the opportunity this
provides for working with patients who are reluctant to
engage. Rehabilitation can lead to greater success with
these patients than what may be achieved if they were
discharged straight into a community setting. This will
then contribute to an increased likelihood of patients
who are typically hard to engage remaining success-
fully in the community.
We can still see them every day, still chip away a
little bit and slowly but surely over that 15-month
period… you know we get chance to really work
hard with some people. You know increase the
motivation, increase the skills and everything
hopefully give them a chance. [Staff member]
This contrasts with support received in the community
which was not always perceived as adequate as teams
are understaffed and not able to respond in a timely
manner.
I don’t think they’ve got, they haven’t got in
place the time and the teams to get round to
everybody. [Patient]
Yes, we’ve seen a lot of evidence, all of own
experiences I think, of people who go out into the
community and the contact they have is reduced
and reduced and reduced. So, there’s got to be a
robust decision making on who’s getting
reduced contact from people, from whoever it
may be. It’s got to be properly done cause we’ve
found, haven’t we? That it isn’t, just seems to
slip for no reason. It’s not, it’s not as a result of a
comprehensive discussion that carers or patients
have been involved in. [Carer]
Personal Recovery
Thirdly, staff suggest that rehabilitation can provide
patients with the opportunity to learn new skills,
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manage anxiety and gain confidence. This in turn will
enable them to be better equipped for life in the
community and therefore contribute to a reduction in
further re-admission back into hospital. A range of
activities are provided while in rehabilitation.
We have a men’s group. I do er cooking with er
one of the patients on that day. Erm on another
day you know we have, we do gym and swim,
patients go out and use the gym and go
swimming. We have coffee groups, patients go
out for coffee…. We have the activities day
where people go out running. You know can be
out gardening… Some people do their own self
catering. I, basically we cover all angles really,
anxiety management. Lots and lots of different
things. [Staff member]
Patients and carers discuss how these elements are
currently lacking from acute inpatient services and
community mental health services. Patients and carers
desire a greater variation of support in the community.
It is also felt there should be more activities and
alternative sources of support available. Social inter-
action and opportunities to meet with other patients
and carers are an important part of recovery and this
range of support is missing in the community.
There are no suitable rehab activities which help
the patient’s wellbeing. And when a patient
comes out of hospital, we feel that it’s then
usually down to the family and friends to give
the necessary care that they need because there’s
not enough contact time from the NHS. [Carer]
The only thing they’ve ever offered [son] is a
music group one night a week. Nothing else at
all. [Carer]
Financial Incentives
Qualitative data from service users, carers and staff
suggested the NHS trust’s motivation to reduce costs
money was a strong reason for the trust closing the 93
beds. Yet their experience of rehabilitation is that is an
effective method of recovery, and this discuss their
perspective that continuing to provide a rehabilitation
service to people experiencing long-standing mental
distress would reduce long-term costs.
It [rehabilitation] was, in my eyes, it always a
good way of saving money because you know
that revolving patient thing is one of the biggest
costs to the NHS. [Staff member]
I’m not so sure that…caring for people in the
community in their own homes is that much
cheaper than in hospital….I think the costs
involved in pushing people into their own homes
when really they would be better served else-
where and I think, I don’t think the Trust has an
understanding of all those costs. [Service user]
Service users and carers felt investment in or promo-
tion of more alternative sources of support in the
community would help further reduce costs.
I feel more funding should go into like drop in
centers…. And then, then you could kill two
birds with one stone for the want of a better
word, people can go to them er and then they can
be monitored er casually there. But at least
they’re present and they aren’t going off the map
and getting er perhaps ill-er and then they end up
back in the hospitals which costs more money
than erm the intended purpose of closing these
rehabs. [Service user]
Discussion
This paper has examined inpatient rehabilitations
service in one area in England following the a
programme of planned bed closures in parts of the
service. The findings suggest that inpatient rehabili-
tation in these services which existed before and after a
closure programme in other parts of the service
resulted in a reduction in occupied bed days in mental
health inpatient services, admissions to inpatient
services and use of Mental Health Act sections. The
findings offer some evidence that inpatient rehabilita-
tion services contribute to a reduction in use of mental
health services and therefore improve outcomes for
service users. The findings also demonstrated a
correlation between the length of time spent in
rehabilitation and the amount of service use post
discharge, showing that the longer service users spent
in rehabilitation the less admissions and bed days they
experienced post discharge. These correlations offer
further evidence for the usefulness of inpatient
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rehabilitation. It indicates that in this sample a greater
length of time spent in rehabilitation at least initially
has the potential to be linked to improved outcomes
post discharge.
Qualitative data from staff with extensive experi-
ence of working in rehabilitation facilities was valu-
able in offering insight into these services. Staff
narratives suggest that rehabilitation is effective at
preparing patients for life in the community by
providing vital skills for mental health recovery. This
supports research that argues rehabilitation takes a
more holistic approach compared to acute mental
health wards which are not always able to promote
independence and improve patients’ social function-
ing [4]. Staff here spoke of how, over long periods,
they can build a good therapeutic relationship with the
patients which contrasts with acute wards which
typically have a high turnover of patients.
The findings support previous research [11–14]
which demonstrated that time in rehabilitation results
in reduced readmission rates to hospital. By employ-
ing a qualitative element of the study, this research
was able to explore in greater depth how inpatient
rehabilitation contributes to improved outcomes in
service users.
The significant correlation found between duration
of inpatient admissions and occupied bed days
following discharge raises important questions on
the length of ideal time in an inpatient facility. This
finding implies that a longer time spent in rehabilita-
tion has the potential to produce improved outcomes
post discharge. Staff narratives suggest that this is
because the long-stay nature of rehabilitation care
affords them the time to develop an effective thera-
peutic relationship with the patient. Having more time
to work with patients who are reluctant to engage can
lead to a better chance of a successful outcome for
these individuals when discharged.
Experiencing complex and enduring mental ill-
nesses can make recovery a difficult process with
service users being repeatedly admitted to acute
inpatient services [9]. This ‘revolving door syndrome’
places a huge demand on services, prevents other
patients accessing beds, and results in high costs. For
individuals with complex mental illnesses inpatient
rehabilitation provides service users with the oppor-
tunity to learn new skills, develop good relationships
with staff and become fully prepared for life outside of
hospital.
The study has some limitations, the small sample
size and all data originates from one NHS Trust in
England, biases the sample and limits the generaliz-
ability of the findings to a cohort of services users and
carers who experienced the bed closures. Descriptive
clinical information, about diagnoses, comorbidity,
severity or duration of illness were not provided. This
limits the conclusions of the findings as this study is
not able to suggest which group of patients benefit
from rehabilitation care.
Convenience sampling was used for the focus
groups recruitment which may have affected the
findings. All service user and carers attended the
Involvement Centers run by the NHS so were
currently actively engaged and this may have biased
the findings. Staff from unit 2 did not participate in any
focus groups. Having their experiences absent from
the analysis also highlights the limitations of the
sampling as staff experiences and perspectives across
both services were not captured. It was later fed-back
that there was much ill-feeling regarding Notting-
hamshire NHS trusts justification for closing the
rehabilitation beds [26]. This resulted in a high staff
turnover as well as reluctance across the remaining
staff to attend a focus group to discuss their experi-
ences further as they felt their voices and opinions had
not been heard during the consultation period prior to
the bed closure.
In addition, factors unrelated to the rehabilitation
process may have affected the outcomes seen post
rehabilitation. For example, it could be that reductions
in service use post rehabilitation are partly due to
differences in service provision over time due to NHS
mental health services continually changing. Factors
such as the different types of support available post
discharge were also not examined here but are likely to
have influenced the outcome measures.
Although one of the aims of the re-provisioned
rehabilitation service was to ensure the right people
were being admitted into inpatient rehabilitation, the
study did not examine the suitability of the service
users using the rehabilitation beds. Further research
may want to examine this to identify what type of
service user rehabilitation works best for and the
alternatives routes that are taken by service users who
are denied a place in inpatient rehabilitation. The
findings showed that all measures of service use were
significantly higher in service users from unit 1
compared to unit 2. This reflects the ‘locked’ element
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of unit 1, suggesting that service users here had more
complex needs than in unit 2.
Most importantly, this paper provides evidence of
specific areas of inpatient rehabilitation which future
evaluations should explore when evaluating the ben-
efits of this form of care. This paper recommends
statistical comparisons pre and post inpatient rehabil-
itation, that specifically examine service users’ num-
ber of (1) admissions, (2) occupied bed stays, (3)
Mental Health Act sections and (4) community care
contact time. Additionally, detailed exploration with
service users, carers and staff on themes of social
integration, the importance of therapeutic staff-patient
relationships, and how rehabilitation aids personal
recovery, could strengthen the knowledgebase of
clinicians and researchers who wish to identify better
care models and systems of care.
Conclusion
The findings of this evaluation suggest that inpatient
rehabilitation results in a significant reduction in
service use. The qualitative data highlights the unique
opportunity for support that rehabilitation provides
and how can be very effective for patients before they
return to the community. Rehabilitation has the
potential to provide the NHS with a treatment model
that reduces the revolving door to inpatient care,
consequently reducing costs, and giving people who
are experiencing complex and enduring mental ill-
nesses the opportunity to live successfully in the
community.
The qualitative findings here are important as they
highlight how a rehabilitation facility strikes the
balance between restriction and freedom, social inte-
gration and isolation. The findings illustrate how a
rehabilitation facility may provide effective recovery
in a place of equilibrium for patients who are currently
floating between inpatient and community care in their
journey.
This paper offers an evaluation of inpatient reha-
bilitation using both quantitative and qualitative
methods. Together, these findings suggest that the
inpatient rehabilitation services evaluated here con-
tributed to a reduction in service use post discharge,
highlighting the continued importance of this setting
within the NHS.
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